I ntroduction: Th e purpose of this study was to investigate the impact of top management turnover on Strategic Collaborative Quality Management (SCQM) implementation in healthcare organizations. Th e role of top management turnover in the process and impact of the SCQM model was investigated using a case study of a public hospital. Methods: Both qualitative and quantitative methods were used for data collection. Results and discussion: Top management turnover is a major threat to the long-term success of the SCQM intervention and makes it very diffi cult to sustain its benefi ts. Successful quality management implementation needs supportive and committed leadership and management. Top management stability encourages long-term planning and commitment to pursuing long-term objectives. Conclusion: Th is paper has highlighted the critical role of top management stability during the course of quality management implementation.
INTRODUCTION
Th e Strategic Collaborative Quality Management (SCQM) model was introduced and developed by Mosadeghrad (1, 2) to overcome the limitation and diffi culties of Total Quality Management (TQM) implementation in healthcare organizations. SCQM is an integrated system of principles, methods and best practices that provide a framework to strive for excellence by continuously improving overall organizational performance (employee results, customer results, supplier results, society results and organization results) through leadership and management, strategic quality planning, corporate quality culture, total continuous learning, employees management, customer management, resource and partnership management and process management ( Figure 1 ).
SCQM is a combination of strategic management, quality management and project management. It integrates the principles of quality management into all the three steps of strategic management. Th is means that quality concepts are integrated into the mission, vision and goals of the organization, in the formulation of the strategies and actions plans and in the deployment and evaluation of the actions plans. Quality action plans can be implemented effectively and effi ciently through sound project management (1) .
Th e SCQM framework is based on three main elements: basic principles (e.g. quality culture), practices (e.g. learning culture, participative culture) and toolkits (techniques, tools and activities). The implementation of the principles and practices of SCQM are supported by techniques and tools to achieve business excellence.
Introduction
The Strategic Collaborative Quality Management (SCQM) model was introduced and developed by Mosadeghrad (1, 2) to overcome the limitation and difficulties of Total Quality Management (TQM) implementation in healthcare organisations. SCQM is an integrated system of principles, methods and best practices that provide a framework to strive for excellence by continuously improving overall organisational performance (employee results, customer results, supplier results, society results and organisation results) through leadership and management, strategic quality planning, corporate quality culture, total continuous learning, employees management, customer management, resource and partnership management and process management ( Figure 1 ). The Impact of Top management Turnover on Quality management Implementation SCQM involves changes in the structure, context (culture, values and political system) and processes of an organization. Structural and contextual changes facilitate, promote and sustain procedural changes, resulting in new working protocols and procedures which, in turn, result in improved quality and outcomes. In SCQM the emphasis is to redesign and standardize processes according to both internal and external customers' needs and expectations, determine reasonable and achievable objectives for processes and improve them continually and continuously until achieve the objectives. SCQM emphasizes training all employees at all levels of the organization to make sure they understand the way to perform their job right forever. SCQM also highlights the importance of providing education and training for customers and suppliers.
SCQM integrates the contents of twelve fundamental management techniques under a disciplined systematic approach focused on continuous improvement. Th ese include Quality costing, Benchmarking, Suggestion scheme, Th e Five S, Total Productive Maintenance (TPM), Hoshin Kanri, Business Process Re-engineering (BPR), Kaizen (Continuous Quality Improvement), Clinical pathways, Six Sigma, Quality Function Deployment (QFD), and Balanced Scorecard (BSC) . Th e SCQM model is result oriented. It looks at the impact of a process improvement on overall organizational performance. This includes performance related to employees, customers, suppliers, society and organization. SCQM emphasizes a win-win relationship with not only customers but also with employees and suppliers. Th e SCQM model uses a 1,000-point scoring system, which can be used to assess the extent of the progress of SCQM in internal self-assessment or external accreditation (Table 1) .
Top management plays a critical role in promoting organizational change. It is important that top management takes a leadership role, exhibits role model behavior, shows a strong commitment to quality management, creates a supportive environment and manages change strategically. Managers should create an inspiring vision, establish shared values, set clear goals and objectives, provide direction, motivate employees and empower them to participate actively in quality improvement, monitor progress, provide appropriate feedback and give tangible rewards.
Top management must be totally committed to quality management in both words and actions to sustain a long-term eff ort to improve performance. Acceptance of quality management by employees depends on the attitudes of management towards quality (3). Organizations experience low employee involvement and interest in their quality management programmes when management commitment is missing at any level (4) . Lack of top management involvement in and commitment to quality management change is the common reason for quality management failure (5) . Low management commitment and involvement can lead to failure in as many as 80% of organizations (6) . A lack of quality management knowledge, frequent top management turnover, avoiding taking risks and ineff ective communication between managers and employees are the main reasons for the low management commitment to quality management programmes (5, 7, 8) .
Management turnover is one of the most important obstacles for successful quality management implementation. Management turnover increases the chance of subjective management, leading to unfavorable outcomes. Managers may avoid taking risks and making radical changes because they are afraid that it may cost them their jobs (7) . Th erefore, managers cannot plan for the long term and have to maintain the status quo. Although several empirical studies investigated the role of top management commitment and involvement in quality management implementation (7, 3) , the impact of top management turnover on the process and impact of quality management implementation has not been fully addressed. Th is study aims to shed some light on the relationship between top management turnover and quality management implementation.
MeTHODOLOGY
Th e purpose of this study was to investigate the impact of top management turnover on Strategic Collaborative Quality Management (SCQM) implementation in healthcare organizations.
A case study approach using a longitudinal method of data collection was used to investigate the impact of top management turnover on the implementation of SCQM in a public hospital over a period of 6 years. 
ReSULTS
Hospital 'A' received a total score of 380, 737 and 613 on a 1000-point scale in 2005, 2008 , and 2011 assessments respectively ( (Table 3) .
The SCQM implementation: episode I Dr. "X"-had assumed the role of CEO of Hospital 'A' in late 2004. In his first managerial experience, he realized that the hospital needed a dramatic change. He dismissed the hospital manager with more than 20 years' managerial experience and appointed Dr. "M" with no managerial experience as hospital manager. A quality improvement department was established and Mrs. 'A' was appointed as the head of this department. It was her first working experience in a hospital. Dr. "X" later brought a nurse from another public institution and appointed him as the nursing director. Moreover, managers and supervisors were mostly changed. Thus, employees, mainly those who lost their managerial positions and related benefits, lost their trust in TMT.
The top management team realized that personnel expenses comprised a large proportion of hospital expenses. Therefore, they used time and motion studies to calculate the efficient number of staff for each department. They sent a list of reluctant employees to Isfahan Medical University for further action. Some personnel were also rotated among departments that were understaffed. In addition, TMT changed the bonus and extra pay policies in order to reduce further personnel expense. As a result, employees' supplementary pay decreased. The hospital was in debt to suppliers and TMT thought applying these policies could help pay part of the debt to the suppliers. However, employees' payment was delayed for a few months. Due to these policies, employees were mostly dissatisfied with the management. One of the authors (AM) held a meeting with TMT in October 2005 to see if they are interested in SCQM implementation. Top management accepted the model as useful and agreed to implement it at the hospital. The ambition of TMT was to increase hospital efficiency and reduce the increasing trend of costs.
Prior to implementing SCQM, an organizational diagnosis was conducted using SCQM assessment tool, surveys, interviews and observations to assess the capacity and readiness of the hospital culture, structures, systems, processes and people to adopt and adapt SCQM practices. Hospital 'A' was a relatively old organization. It was founded more than 85 years ago. The average age of personnel was 38 years. They had, on average, 15 years of work experience at the hospital. The hospital had a mechanistic structure with a culture demonstrating lower emphasis on entrepreneurship, risk taking, innovation, creativity, teamwork and cooperation. The values and norms of the hospital were not based on teamwork, participation, collaboration and continuous improvement. There was a higher power distance between managers and employees. The feasibility studies showed that the readiness of the hospital to implement the SCQM model was limited. The hospital was in an organizational crisis because of poor financial performance and low employee morale.
Top management was not fully committed to and involved in the quality management initiative. The responsibility for quality was delegated and confined to the quality improvement department. Furthermore, TMT lacked experience in how to initiate and manage the change. Although senior managers supported participative management verbally, they were uneasy about giving up their authority. As a result, employees' participation in the change process was low. Employees did not re- Figure 2 illustrates top management changes in the hospital and the points in time our measurements were carried out. sist the idea itself (SCQM), but they resisted the people who wanted to implement the change (TMT). There was a lack of trust between TMT and employees. Employees were not empowered to improve their performance. There was a strong tendency for employees to do things according to what they were told. Employees worked according to their previous experiences. If problems occurred, then necessary actions were taken. In this regard, the hospital did not focus on preventing problems. Top managers often organized discussion meetings through hospital committees after quality problems had happened (a fire fighting approach). How to prevent problems from happening was not given sufficient attention in control hospitals. Less attention was given to employee development and satisfaction. The recognition and reward system was not tied to achieving quality goals. There was no incentive system to reward employees for participating in quality improvement activities. Employees were not recognized for improving quality. This has de-motivated employees and inhibited them from putting effort into the quality management programme as they did not see the value of such work. As a result, employees' job satisfaction was low. Employees were least satisfied with the salaries, fringe benefits, recognition, promotion, working conditions, organizational policies and job security. The outcome of top management policies created a stressful environment for employees. Inadequate pay, inequity at work, lack of recognition, lack of promotion prospects, lack of job security, time pressure, inadequate equipment, too much work, staff shortage, and lack of management support were the main stressors for employees. Accordingly, employees' quality of working life was low. Employees' payment was delayed for several months. There was a serious conflict between employees and TMT. Hospital employees were moderately committed to their organization.
Hospital 'A' did not form long-term relationships with suppliers. Purchasing price was the most important factor in selecting suppliers. Due to the shortage of capital, hospital preferred to purchase products without immediate payment or less immediate payment. In this case, the purchasing price was higher as the hospital could not pay immediately. This also affected the quality of purchased products. Suppliers were dissatisfied with the hospitals' payment. The hospital considered cost as top priority in subcontracting.
Although hospital 'A' had to assess patient satisfaction regularly and give a report to the authorities, the results were not used as a means for improvement. Customer expectations remained unclear to a certain extent for the hospital. In 2005 assessment, inpatient satisfaction was low. The findings of surveys showed that only 35.6% of inpatients were satisfied. 46.3% of inpatients said that their satisfaction was "average", while 18.1% of inpatients expressed overall dissatisfaction. In talking to patients, they complained mainly about hospital facilities and the behavior of caregivers.
The SCQM implementation: episode II
The hospital president was changed in early 2006. The new hospital president, Dr. 'Y', a psychiatrist, had enough managerial experience. He was the president of another hospital for a few years. He had been working at Hospital 'A' for a long time. Dr. 'Y' appointed Mr. 'N', an experienced manager as the hospital manager. Mr. 'N' had previously held several managerial positions within the hospital or Isfahan Medical University for about 20 years. Furthermore, Dr. 'B' a GP with managerial experiences was appointed as the hospital productivity manager. The title of the quality improvement department was changed to the productivity department. While the top management was more task-oriented in 2005, his successor was more employee-oriented. Subsequently, the most respected and experienced people were appointed as middle and front-line managers. They all had enough managerial experience. As a result, the fear of job security was overcome. In the next move, the new TMT clarified the link between quality and hospital productivity for employees.
The authors held a meeting with the new TMT to brief them about the SCQM model. They were interested in SCQM implementation. The conclusion was that an evolutionary and incremental change approach, reinforced by education and financial incentives, should be chosen to gradually introduce the SCQM model. This evolutionary change approach would minimise personnel resistance. The new TMT demonstrated directive and supportive behavior in the hospital. They assigned the most qualified and motivated people as the heads of the departments. It helped them to reduce the amount of tension among employees and increase productivity. Equipping front-line managers with management skills was also useful to improve departments' productivity.
Under the new management system, employees were more in contact with their direct managers. Front-line managers were empowered appropriately to handle departmental problems. The CEO limited his meetings with employees and allocated most of his contacts with middle managers. The span of control was shortened by empowering middle and front-line managers.
A quality management council was established. Functional and cross-functional quality improvement teams were formed to encourage and foster continuous quality improvement. Team members were trained for their roles. The quality management council developed a 5-year strategic quality plan that would take them to the year 2010. The hospital had a clear understanding of the key stakeholders' needs and requirements. Hospital mission and vision statements were established clearly in the strategic plan. The vision very clearly articulated the hospital's commitment to providing high quality healthcare services. Policies, strategies and action plans were developed for deployment of goals and objectives. The needs and expectations of the stakeholders were included in the formulation and revision of policies and strategies. Continuous quality improvement was incorporated in the organizational goals, policies, strategies and action plans. Resources were committed for implementing policies, strategies and actions plans as much as possible.
A motivated nurse was appointed as the education supervisor in 2006. She played a key role in developing an ed-The Impact of Top management Turnover on Quality management Implementation ucation and research environment in the hospital. She designed a comprehensive annual training plan for employees in partnership with the education office in the treatment department of Isfahan University. Managers and skilful employees were involved in training programmes and giving training lectures to other employees. The training programme was a 'top-down' process. It began with senior and middle managers and moved systematically through the organization until all employees were trained. Training was designed and delivered in three stages. In the first stage, managers in different levels of the organization were trained in quality management concepts, skills and techniques. In the second stage, managerial and leadership training were provided for managers to equip them with the skills required for managing employees effectively. In the third stage, sufficient quality awareness training was delivered to employees. Employees, clients, and suppliers were regularly surveyed to define additional training needs and new training programmes were implemented based on these surveys.
There was generally strong top management commitment and support for the quality efforts. Visionary leadership was evident through personal involvement of top management in the quality management council, planning for change, providing a supportive environment for quality improvement, driving fear out of the organization, reviewing quality issues at management meetings, participation in quality improvement projects, evaluation of quality improvement projects, and rewarding and recognizing those who contribute to quality management.
The SCQM implementation brought about a focus on the hospital as a system. SCQM introduction increased systems thinking among employees. Management by fact was considered as an important feature of management. Considerable effort was put into using objective data for decision making and planning. All important decisions were made through hospital committees (cross-functional teams) after the productivity department collected and analyzed related information.
It was decided to start SCQM introduction into the hospital with structural and cultural changes in order to foster acceptance and implementation of the model. The mechanistic structure of the hospital was changed by initiating functional and cross-functional teams, increasing employee responsibility and authority, and decreasing vertical coordination and control. In addition, personnel policies dealing with promotion, performance appraisal, and rewards were changed.
As part of structural changes, angiography, endoscopy, peritoneal dialysis, spirometry, ICU for poisoned patients, and echocardiography wards or units were added to the hospital. Furthermore, A&E, internal medicine wards, CCU, dialysis, the operation theatre, radiology, colonoscopy, sonography, ICU, central sterilization, the main kitchen, restaurant, stores, the switch board room and cash office were renovated and equipped with new equipment. These changes were expected to result in an increased numbers of patients. The planned structural change improved customers' (both internal and external) satisfaction. Provision of new facilities and resources encouraged employees' motivation for doing their job.
A Suggestion Scheme was launched in early 2006 to develop a participative culture. Employees were asked to send their suggestions to the productivity department using standard suggestion forms. In addition, suggestion boxes were also placed in different areas of the hospital for soliciting patients and visitors' feedback and suggestions on how to improve the quality of services. Empowered and motivated employees contributed to improvement by actively participating in the Suggestions Scheme. Management has seriously considered those suggestions and recommendations.
The hospital initiated total productive equipment maintenance (TPM) programme in mid 2006. An equipment engineering office was established and staffed with three motivated and competent personnel to improve the overall utilisation of equipment. The equipment engineering office was responsible for setting up the basic TPM policies, promoting TPM activities, and training employees to be skilled and motivated in their equipment maintenance. A preventive maintenance system was designed and the necessary education and training were provided to employees. Regular servicing and calibration of equipment were carried out and relevant equipment information was provided to the operators. The equipment engineering office was capable of repairing more than 90 % of faulty equipment. Hospital 'A' has been using the 5S system as part of a "Total Productive Maintenance" system in order to develop a culture of order, safety, and responsibility. The 2008 assessment of organizational culture showed the largest perceived improvements in teamwork, power distance, entrepreneurship, and risk taking dimensions of organizational culture. The least perceived improvement has occurred in uncertainty avoidance and attention to detail. Improving mutual trust between top management and employees facilitated effective communication, teamwork and cooperation among employees. Teamwork fostered cooperation and collaboration among employees. Leadership behavior of top management, education and training, employee relationship management, suggestion scheme, revision of organizational policies, employee involvement in quality management, and modification of evaluation and reward system all influenced the culture of the hospital positively.
Top management behavior is probably the predominant determinant of organizational culture. Top management trusted employees and believed that they could do things better. Collaboration and teamwork were encouraged by top management. Decentralization improved employees' involvement, communication and participation in decision-making and reduced power distance within the organization.
Employees' roles and responsibilities were clarified. They were given the ability, motivation and authority to improve their work quality. The SCQM programme brought the management and employees closer together. Since the second year of SCQM introduction in the hospital, middle managers organized regular meetings with employees at their work places to discuss their problems. Top management paid sufficient attention to employee satisfaction, morale, development and wellbeing. Employees' working stress was decreased by providing suitable resources and more facilities. The hospital provided a supplementary medical insurance programme for employees. Rec-The Impact of Top management Turnover on Quality management Implementation reational tours and trips were also organized for employees.
Participation in the SCQM programme enhanced employees' involvement in their work. Employees at all levels assumed responsibility for quality improvement performance and the outcome of their work. Employees were encouraged to submit their ideas and opinions. The submitted ideas were evaluated by the quality management department and the selected ideas were applies. Education and training, teamwork, and management support and recognition were found to motivate employees to participate in quality management activities. This resulted in high employee motivation, high job satisfaction and low absenteeism and turnover.
The employee evaluation system was changed. Employees' productivity and teamwork were emphasized. The performance appraisals of employees included quality improvement criteria. Employees were recognized for superior quality performance. Since the introduction of SCQM, employee satisfaction surveys have been conducted annually to identify common causes of employee dissatisfaction. Feedback from the surveys was then given to the supervisors and line managers to develop potential solutions and implement the selected changes to improve motivation and satisfaction of employees. The hospital used customer requirements as the basis for quality improvement. Customer satisfaction surveys were conducted using telephone surveys, customer feedback forms, questionnaires and interviews to understand customers' views on the quality of services and obtain the data on customer needs and requirements. In addition, suggestion boxes were also placed in different areas of the hospital for soliciting patients and visitors' feedback and suggestions on how to improve the quality of services. Management has seriously considered those suggestions and recommendations. The hospital used customer input in the planning, delivery, monitoring and evaluation of healthcare services. Many facilities have been provided for clients after analyzing patient satisfaction questionnaires.
A hospital information system was designed and installed in early 2008 in Hospital 'A'. The hospital shared information and knowledge among different departments throughout the organization. The hospital used the information system extensively for formulating improvement action plans and evaluating the performance. The productivity department played a crucial role in providing quality data and information to be used by managers and employees.
The top management team considered quality as the most important criteria in choosing suppliers. They established a good relationship with suppliers. The hospital had a supplier performance evaluation system for measuring suppliers' performance and their ability to meet the quality requirement. The productivity department had a crucial role in searching for the best available suppliers and developing quality standards to be followed by the supplier. Audit and regular meetings were carried out by the productivity department to review suppliers' quality status.
In 2008 assessment, most employees expressed high levels of satisfaction, motivation and accountability. Management change and consequently a change in employee relationship management improved employees' satisfaction significantly. Patient satisfaction in Hospital 'A' has been improved especially due to the structural and procedural changes.
The SCQM implementation: episode III Dr. 'Y' resigned in April 2010 and Dr. 'Z' was appointed as the new hospital president by the chancellor of Isfahan Medical University. Dr. 'Z' was less people-oriented and task-oriented than Dr. 'Y'. Dr. 'Z' appointed another GP as the hospital productivity manager. The title of the productivity department was changed to the quality improvement and clinical governance department. Although the new hospital president was interested in improving the quality of healthcare services, he was not actively involved in quality management activities. He was mainly involved in his professional clinical duties. He did not pursue long-term overall organizational success. He was instead focused on meeting short-term targets.
The change of hospital president in 2010 affected the execution of hospital strategic plan. The new top management team was not very interested in using a strategic plan. However, due to the pressure from Isfahan University, the hospital had to develop a new strategic plan in 2011. Top management was not very involved in the process of strategic plan. The quality improvement department was mainly engaged in developing the strategic plan. Lack of top management commitment, made the process of strategic planning very slow. Those people who were involved in developing the previous strategic plan process were not invited for developing the new strategic plan. Subsequently, they were not committed to its implementation. The hospital deputy for education changed due to the change of the hospital president. The hospital education supervisor was not empowered enough to provide education and training as she did before. The hospital policy regarding to the education and training changed. For instance, it was decided to provide about 100 hours per person education and training annually while it was 176 hours previously.
Lack of top management commitment, lack of a strategic quality plan and lack of ongoing continuous education and training de-motivate employees in their quality improvement activities.
Employees experienced less job satisfaction in 2011 compared with 2008. The main areas of dissatisfaction were in the areas of salaries and benefits, recognition and promotion, working conditions and management and supervision. Similarly, patients' satisfaction decreased. Patient satisfaction dropped by 12 percent in 2011 compared with 2008.
DISCUSSION
Using SCQM in the health sector has benefits but does not come without difficulties. Although the implementation of SCQM was well planned, there have been a number of problems encountered. Lack of leadership skills, poor change management, resistance to empowering employees, changing the organizational culture and communication problems were major barriers to SCQM advancement at its initial stages of implementation. The findings complement previously reported difficulties in the application of quality management in healthcare (9, 10, 11) . Resistance to change was the main barrier encountered in the implementation of the SCQM programme in Hospital 'A'. Lack of middle managers' involvement in change programme made them resist the change and react with suspicion and uncertainty. Other studies also reported middle management as the biggest obstacle to successful quality management implementation (12, 13) . Top management should involve middle managers in designing and promoting change. Middle managers, due to their position, can contribute greatly to quality management implementation by converting organizational goals, objectives and strategies into detailed departmental objectives and operational activities, explaining the principles of quality management to the front-line employees, and ensuring their commitment (14, 15) . According to the findings of the current study, lack of considering employees' benefits in the change programme made them to work against the implementation of organizational change in 2005. Employees were dissatisfied with the way their organization was being run. Sometimes, employees do not resist the idea itself (SCQM), but they resist the people who initiating the change programme. The perceived credibility of those leading the change leads to resistance (16, 17) . Employees at Hospital 'A' had a bad experience with TMT due to their hostile and unsupportive behavior and radical changes. They did not have problems with the SCQM model itself. Lack of trust in TMT was the main cause of resistance. An organization's history related to change leads to resistance (17, 18) . Employees' experiences in working with TMT at Hospital 'A' shaped their opinions about hospital's future organizational changes. Trust in managers (change agents) is a critical factor in an employee's tendency to adopt the change programme. A feeling of trust between employees and managers reinforces employees' commitment (19) . Employees prefer leaders who are more considerate and supportive (20, 21, 22) . Therefore, a level of top management support for the SCQM implementation process and continuous visible leadership are vital factors in the sustainability of the change programme. Top management commitment gives credibility to the quality management programme and assures its continuity. Using transformational and participative leadership has been shown to have more synergistic effects on quality management success (23) . A transformational leadership style empowers employees to take necessary actions to ensure customer satisfaction. The current study found that management turnover could delay the process of quality management implementation. Top management turnover is a major threat to the long-term success of the SCQM intervention and makes it very difficult to maintain the constancy of purpose expected in SCQM. A possible explanation for this might be that management turnover increases the chance of subjective management, leading to unfavorable outcomes. Managers cannot plan for the long-term and have to maintain the status quo. Management turnover increases stress, tension, anxiety and conflict among employees. Each manager has his/her own policies. As a result, there is no job security for employees during the management change period. Top management turnover also influences suppliers' performance. It is unlikely to establish a long-term partnership with key suppliers due to top management turnover. Mobility of senior management is routine in the Iranian public sector and occurs at almost all levels of healthcare management with changes in the political leadership. The effect of the politicizing of management in healthcare organizations detracts from the constancy of purpose, productivity and the quality of healthcare services. Management stability should be encouraged in public organizations. The job security of managers encourages long term planning and their commitment to pursuing long-term objectives.
CONCLUSION
The purpose of this study was to examine the impact of top management turnover on SCQM implementation in a public hospital. Top management turnover significantly affected the pace and the impact of SCQM implementation. Top management is responsible for planning and communicating the objectives, assigning responsibilities, allocating resources, organizing necessary training, encouraging improvement and monitoring performance. Effective leadership supports employees through encouraging education and self-development, removing barriers and driving out fear. The job security of managers encourages longterm planning and their commitment to pursuing long-term objectives.
This study contributes to the quality management literature by clarifying the role of top management turnover in quality management implementation. This research has addressed the critical role of top management stability during the course of quality management implementation. The findings of this research showed that successful quality management implementation needs supportive and committed leadership and management. The focus of this study was a single hospital that has implemented SCQM. Future research studies are needed to explore the impact of top management turnover on SCQM implementation in multiple cases and in other countries to externally validate the findings of this research.
